which does not appear to be due to bronchiectasis or to tuberculosis, but is suggestive of the pleurogenous pneumonia of Sir Andrew Clark. Were it not a fact that the patient had had a history suggesting pulmonary disorder, slight though it was in degree, before the shrapnel wound, an explanation could be found for the state of the right lung; that its present condition is the result (a) of pneumonia developing at the time of the shrapnel wound of the leg, or just subsequently; (b) that it is the result of massive collapse of the lun-g, though there is no evidence to support the view that massive collapse of the lung could persist and lead to such disorganization of the right lung as is shown in this case.
Dr. F. PARSES, WEBER thought the miost probable explanation was that the patient had congenital dextrocardia, and that about the time of the operation (two years or more ago) a right-sided pleuritic effiusion occurred, which led to permanent splenization and shrinking of the lower part of the lung. It would be interesting if further skiagrams could be taken from various aspects, so as to mlore exactly ascertaini the position of the heart and aorta and show what portion of the heart it was that could be felt pulsating in the right axillary line. PATIENT, aged 37, formerly a pianoforte-maker, and now a discharged soldier, was recently admitted to University College Hospital because a few weeks previously he developed severe pain and swelling in right calf; these symptoms abated somewhat with rest and it was then discovered that the swollen calf pulsated. Suffered from "rheumatic pains" till 14 years old and four years ago contracted syphilis. Entered Army in 1916 and was discharged with valvular disease of heart in February, 1919. Since leaving Army has become shorter of breath, and begun to sweat rather profusely at night and pain has developed over heart. Was first admitted to University College Hospital in June, 1920, when double mitral disease was found; spleen was enlarged, fingers clubbed, there was occasional eveniDg temperature and the Wassermann test was found to be positive; the heart was not enlarged. Was readmitted to University College Hospital on January 8, 1921. States that fourteen weeks ago he noticed pain in right leg just above ankle on the inner side. Fomentations gave relief and nothing further happened until four weeks ago when calf of right leg became painful and swollen.
Case of
Right calf now obviously enlarged, is tender to touch and pulsates. Pulsation ceases and the swelling diminishes in size when right femoral artery is compressed. Heart now found to be enlarged to right and to left and a loud early diastolic murmur indicating aortic regurgitation has developed since he was admitted to hospital last year. In addition to the other signs then found patient has begun to look ill; there is blood and albumin in the urine, there is constant temperature, loss of weight and progressive secondary anaemia, leucocytes now amounting to 6,000 per cubic millimetre.
The case is shown as a rather unusual example of mycotic aneurysm occurring in malignant endocarditis.
Dr. F. PARKES WEBER agreed that the case was one of chronic miialignant endocarditis, supervening on old rheumatic valvular disease. Owing to the advanced stage of the malignant endocarditis he thought that any surgical interference with the mycotic aneurysm in the leg was not advisable. In regard to general treatment he thought that vaccine therapy would probably prove useless, even if streptococci could be cultivated from the patient's blood.
Postscript.-As a result of the discussion of the case, it is probable that the diagnosis of mycotic aneurysm is wrong and that the case is merely one of rupture of a branch of the posterior tibial artery and the formation of a false aneurysm. MY interest in these two cases is an indirect one, for they were both operated upon by Mr. Massie, who will show you the X-ray plates and give you details about the patients. I should like however to raise the general question of the treatment of abduction fractures at the ankle-joint, and learn the views of other members of the Section on this subject. I am not by any means a believer in the necessity or advisability of operation in the great majority of simple fractures, but in Dupuytren's fracture, of which these two cases are examples, I believe it to be impossible to get even a passable result by other means. These-abduction fractures seem to fall into three classes-those which do not need operation at all, those which must be operated upon, and those on which one would like to operate but cannot.
In the first class I would put all those cases described as Pott's fracture, whether there be no more than a fracture of the internal malleolus and of the fibula above the joint without a dislocation, or whether there be, in addition, fractures of the articular surface of the tibia and a backward and outward displacement at the ankle-joint. In all these cases, so long as there is no separation at the inferior tibio-fibular joint, I think that reduction under an anmesthetic followed by fixation in plaster in a position of full inversion and full dorsiflexion, as recommended by Sir Robert Jones, will give an excellent result anatomically and functionally. A Z " tenotomy of the tendo Achillis is sometimes, but not usually, necessary in addition.
Where there is separation at the inferior tibio-fibular joint, and this is usually due to a flake from the tibia or fibula being torn off by the powerful inferior tibio-fibular ligaments rather than to rupture of the ligaments themselves, I have always failed to get a satisfactory result by non-operative means. It is impossible by splinting to bring to bear on the malleoli an effective lateral pressure which will reduce the dislocation, and, were it possible, the skin over the malleoli would not stand such a pressure long enough to allow satisfactory repair to take place. Besides the outer edge of the astragalus is constantly being pulled up between the two bones and tending to reproduce the deformity, and even if repair has been apparently satisfactory, the young callus is so soft for several months' that it will yield to this wedge action of the astragalus as soon as weight bearing is allowed. Once the mortise shape of the tibio-fibular surfaces is lost, further separation is inevitable, and a position of extreme valgus is the certain result. In these cases, after reduction of the
